A male patient is described who presented with thyrotoxicosis, and a large painful neck mass. From the excised mass and stomach aspiration Mycobacterium tuberculosis was cultured and a diagnosis of miliary tuberculosis was made. The thyrotoxicosis was attributed to tuberculous thyroiditis.
Introduction
The incidence of tuberculosis in the Netherlands and in the United States has declined in the last decades."2 Proportionally the share of extrapulmonary form rises (at least in the United States).2 The patient to be described had thyrotoxicosis and a large painful neck mass and proved to have miliary tuberculosis with probable localization within the thyroid gland, giving rise to thyroiditis.
Case report A 30 year old Moroccan man was seen because of hoarseness (paresis of the right vocal chord) and a painful swelling in the right side of the neck. He had fever with night sweats and weight loss.
On examination he looked ill and had a temperature of 38°C. A firm swelling was palpable in the right side of the neck in which no separate lymph nodes or thyroid structure could be felt. Laboratory findings showed an erythrocyte sedimentation rate (ESR) of 45 mm/h and liver function disturbances. Thyroid function tests revealed thyrotoxicosis: plasma thyroxine > 309 nmol/l (reference values: 65-110), triiodothyronine 4.6 nmol/l (1.2-3.0), thyroid-stimulating hormone <0.05 mU/l (<6.1). Thyroidal antibodies were negative. At thyroid scintiscanning there was no iodine uptake ( Figure 1) . Ultrasound of the neck showed an area with poor echoes in the right thyroid lobe and multiple pathologically enlarged lymph nodes on both sides of the thyroid.
At plain chest X-ray and computerized tomographic (CT) scanning of the thorax there were enlarged lymph nodes in mediastinum, carina and right hilum. CT scanning of the neck demonstrated enlarged lymph nodes with small calcifications in an enlarged thyroid gland. An excision biopsy of the mass at the right side of the neck and a percutaneous liver biopsy showed granulomatous inflammation. From the excised mass and stomach aspiration Mycobacterium tuberculosis was cultured. A diagnosis of miliary tuberculosis was made.
The patient was treated with quadruple tuberculostatic therapy and rapid recovery followed. Biochemical laboratory values normalized as did clinical findings in the neck. After 6 months treatment thyroid scintiscanning was nearly normal (Figure 1 ). At CT scanning the thyroid appeared to have become more dense pointing to diffuse calcifications (Figure 2 ) and the mass in the neck and the mediastinum had disappeared completely. Antibiotic therapy was given for one year. One year after completing therapy, the patient appears to be cured.
Discussion
The incidence oftuberculosis ofthe thyroid gland is approximately 0. 1%.3 In 7% of cases with miliary tuberculosis the thyroid is involved. haematogenous dissemination in miliary tuberculosis. The latter is the more likely origin in our patient.
The thyrotoxicosis in our patient was caused presumably by disruption offollicles with release of pre-formed thyroid hormone in the circulation, as is usual in (sub)acute thyroiditis.
In recent publications only two case reports have described patients presumed to have tuberculosis of the thyroid accompanied by hyperthyroxinaemia.'
One case exhibited recurrent laryngeal nerve palsy and had no evidence of overt tuberculosis elsewhere.8 The other patient had systemic disease with enlarged mediastinal lymph glands and multiple skin abscesses.7 Both cases had elevated ESR, diminished neck uptake at scintigraphy with positive Ziehl-Neelsen stainings of wound drainage8 and aspiration of the skin abscesses,7 respectively. In both patients thyroid puncture showed granulomatous inflammation, but no positive cultures were obtained.7'8 In a recent overview Berger et al.9 presented data from 21 patients with tuberculous thyroiditis gathered from the literature between 1900 and 1980. The description of many cases was incomplete. Thyrotoxicosis was reported in two patients, but relevant investigations were only performed in eight.9 Decreased regional uptake on thyroid scinti-scan was observed in seven of the nine patients in whom the investigation was done. Positive staining by Ziehl-Neelsen and/or positive cultures were found in most of the 13 patients in whom data were available.
In some of the patients, symptoms such as pain, tenderness, fever, dysphagia and/or dysphonia were noted. 9 We, however, did not succeed in obtaining a biopsy specimen in which both granulomas and thyroid tissue were visible, possibly because the thyroid destruction had been so extensive.
